detail than that published in the Lancet, but there were one or two points upon which he desired a little more information. In the first table on page 175 it was stated that 76 cases of scarlet fever were treated in this pavilion. But previously, on page 172, in the detailed list of the diseases admitted, no mention was made of scarlet fever cases, save such as were doubtful on admission. He took it, therefore, that the cases of scarlet fever in the table were those that were doubtful at first and were diagnosed as scarlet fever only after a longer or shorter stay in the ward. He would like to be certain whether this was so or not. In his experience most of the doubtful cases of this disease were at the present time very mild cases, and with all deference to the opinion of Dr. Rundle and Dr. Crookshank, as quoted on page 181, though cases of any disease were not necessarily infective in proportion to their severity, yet he was of the belief that usually such was the case. At all events, that was his experience, especially as regarded scarlet fever, at Homerton. He also wished to ask what number of cases, more especially of the infectious diseases, proved fatal. This bore upon the point he bad just raised. His last question related to a remark to be found on page 179. Were the cases of varicella which were accidentally introduced into the ordinary wards of the hospital removed directly I Adjourned from April 26.
they were discovered, or were they allowed to remain in the wards? He then turned to a discussion of one or two of the wider questions which were raised by the paper. The first was the hypothesis of aerial convection considered in relation to the isolation of single cases of the acute infectious diseases. He did not intend to enter into any question as to the origin of the doctrine that infection was, to all intents and purposes, never conveyed save for a short distance through the air. He believed he was correct in stating that it sprang from a school of French physicians. Professor Grancher wrote a paper on the subject certainly twelve years ago, and his experience went further back than that. It was true that in the system he tried there was partial separation of the patients by partitions between the beds, a method concerning which he would say something presently. To the best of his recollection, the writer just mentioned placed various infectious diseases, including measles and chickenpox, in the same ward, and he failed, though perhaps not to such a degree as might have been expected, to prevent the spread of infection. He attributed his failure, not to aerial convection, but to certain deficiencies in the nursing staff. Those who were responsible for the design of the Pasteur Hospital in Paris were evidently not prepared to go as far as Grancher, for, as was well known, each patient in that hospital was completely separated from the others. From the point of view of bed isolation that arrangement would, he supposed, be regarded as a retrograde movement. But Dr. Rundle had reverted to the original French idea, had indeed gone beyond it by removing the partial physical barrier, and appeared to have succeeded where Grancher failed.
To return, however, to the question of aerial convection: the impression conveyed to the speaker's own mind by a perusal of the paper was that the author believed that what he (Dr. Goodall) might term the complete physical separation system-the system by which each patient was completely cut off from his neighbours by some kind of solid barrier-had been adopted by its advocates almost entirely, if not entirely, because they believed that aerial convection played an important part in the transmission of infection. He did not think that this was quite a just statement of the case of those who, like himself, had been believers in the complete separation system. Except in the case of small-pox under certain circumstances, and to a lesser degree in measles and whooping-cough, he could not admit that he had been an upholder of aerial convection. Why, then, it might be said, advocate the complete separation system ? Because he had believed that, however trustworthy the staff might be, the patients could not be trusted; it was not possible to be certain, however vigilant the staff, that some infected articles might not find their way from one patient to another and so convey the infection. That Dr. Rundle had succeeded, almost completely, in preventing such occurrences was to his mind the most remarkable of his achievements. It was this fear of the accidental interchange of infected articles that chiefly led the speaker to advocate complete separation. He confessed that he had never been able to see the necessity of what he might for convenience, and with no intention of disrespect, call the half-and-half system, in which the patient was separated, but not completely separated, from his neighbours by some kind of partial barrier. It had always appeared to him that the cases which were considered suitable for this treatment were just those which either required no separation at all, or at any rate no more than the " mark and keep separate" system, which used to be employed by the late Dr. Hopwood at the London Free Hospital when he (the speaker) was resident there twenty-five years ago. In this system everything used for or by the patient was marked by a label of some kind, so that it could be kept strictly for him. The nurses were enjoined to wash their hands after attending upon him, but india-rubber gloves were not worn. Dr. Hopwood employed this method chiefly for combined or apparently combined scarlet fever and diphtheria. When the speaker went to Homerton he tried it in more definite and varied cases. Sometimes it succeeded, sometimes it did not. But it was successful more often in a case of mixed scarlet fever and diphtheria in a scarlet fever ward than of mixed scarlet fever and diphtheria in a diphtheria ward. It was uncertain in the case of whooping-cough, hardly ever successful in the case of chicken-pox, and as for measles he confessed that he never had the courage to try it for that disease. But when a breakdown occurred it was very difficult to say whether the fault lay with the nurse, or the patient, or the air. Consequently, when he had been obliged, in his official capacity, to advise on the character of isolation accommodation, he had always been in favour of the complete separation system. When a, breakdown occurred with that system, the staff, medical or nursing, and the staff alone, was to blame. But the cases dealt with in Dr. Hopwood's method were dotted about in different wards, and the risks of infection were increased when the total number of the separated cases was considered. But in Dr. Rundle's method, as the separated cases were in one or two wards, administrative control was much more efficiently exercised, and this was a very great improvement.
Another point touched on by Dr. Rundle was that of dosage. He stated that in certain experiments which were alluded to the question was ignored. Not only did the speaker agree with him with regard to experiments, but he thought that not a few who had had to do with the treatment of, or had written about, infectious diseases had also disregarded the point. The speaker drew attention to it in a paper he wrote five years previously. They had only indirect clinical evidence on the subject. For instance, how often they found that a child, admitted inadvertently to a scarlet fever ward though not the subject of that disease, did not fall with it until he had been three or four weeks or even longer in the ward. Before he was infected he must receive either a massive dose or a frequent repetition, within a comparatively short period, of small ones. And, rightly or wrongly, he had been accustomed mentally to associate the power of any organism to infect, not so much with the virulence of the organism as with the largeness of the dose-that is, the number of organisms attacking at once. Another point of some importance had been alluded to by Dr. Buchanannamely, the nature of the phase of their history through which the infectious diseases concerned were passing. Particular phases might last for several years, as in scarlet fever, or a few months, as in measles. In November, 1910, when the exceptionally severe epidemic of measles which visited London at that period was on the rise, a case of that disease was inadvertently admitted -into a twenty-bed scarlet fever ward. It remained in the ward fifteen hours during the night. Nine children caught the disease straight away from that one case. A few weeks ago, at a time when measles in Hackney and the neighbouring districts was mild, another case was inadvertently admitted into a twenty-bed ward, full of children. It remained in the ward for about fifteen hours, yet not a single patient caught the disease.
It would be instructive to know something of the history of infectious diseases generally in Liverpool during the period Dr. Rundle had dealt with. Lastly, he wished to say a few words on the question as to how far this bed isolation was likely to be of general use. On looking through the list of cases he was struck with one or two points. One was that a large proportion of the cases were of diseases of which the striking distance of infectivity, to -use a term employed by the believers in aerial convection, was not great.
-He referred to the puerperal fever, typhoid, rubella, and diphtheria cases.
It was the successful treatment of the measles and chicken-pox cases that -appealed to him rather more than those he had mentioned. Then, again, there was the small number of mixed infections-only nine out of 527 cases. These were the cases for which he had to find a considerable amount of accommodation at Homerton; in fact, out of 414 cases treated in the large ward which contained twenty rooms, arranged somewhat after the fashion of those in the Pasteur Hospital, 93 had been cases of mixed infection. He noticed that Dr. Rundle said (page 176) that it had been his practice to accept no unnecessary risks, and, as he understood, judiciously to mingle adults with children, and to sandwich a case of, say, chicken-pox between two patients who had had the disease. These were arrangements which he would find it exceedingly difficult to carry out at Homerton, save now and then. Dr. Rundle also said that he had gradually arrived at his present practice. Perhaps he might bring it to a still greater perfection. As the speaker had not tried his -method he spoke with some reserve when he said that, in his opinion, it would be found to have its limits, quite apart from any question of the efficiency of the nursing staff. No doubt it would be the object of more than one member of the Section in the course of the next year or two to endeavour to ascertain what the limits were. In conclusion, he congratulated Dr. Rundle on the boldness of his experiment, the thoroughness with which he had carried it out, ;and the success to which he had attained.
Dr. JOHN MACCOMBIE said that he had had the pleasure of seeing Dr. Rundle's wards, and he was very much impressed with the results obtained by this method of grouping. It was something of a revelation to find cases of measles and chicken-pox treated, if not side by side, at least within measurable distance of each other and nursed by the same staff. Dr. Rundle in his paper had said with regard to chicken-pox that he oiled the lesions in order to prevent pitting. He hardly gave chicken-pox a chance of spreading. The lesions were persistently oiled from the time the patient was admitted until every scab had come off the body. If he were not to oil the lesion he would find probably that it spread more or less consistently. The speaker felt sure that a much more important factor in connexion with Dr. Rundle's experiment was that it prevented the dust, the dry pus, &c., from being blown from the patient to other patients. His experiments at Fazakerley, where he had adults to act in a certain sense as "buffers," scarcely lent themselves to the conditions of the Metropolitan Asylums Board. In the Asylums Board hospitals the cases were practically all those of children, and very few adults were admitted. They would-watch with great interest the experiments of Dr. Thomson at the North-Eastern Hospital in the treatment of patients who were practically all children, and whom it was thus impossible to separate by adults. How far it wag possible to adopt Dr. Rundle's methods as a regulation means of isolating these patients remained to be seen from further experiments, but the speaker did not suppose for a moment, nor did he think that Dr. Rundle would claim, that the system would obviate the necessity of providing single bed isolation rooms for the separate treatment of single cases.
Lieut.-Col. A. M. DAVIES said that he was requested at the previous meeting to look up the subject of hospital contracted infection from the records of the Army Medical Department, and to see if there were any instances of spreading infection of scarlet fever or measles in hospitals abroad, where there might be somewhat less efficient nursing, or, rather, rougher conditions. He had looked over the records of thirty years from 1881 to 1911 and had found very few cases indeed. In 1893 there were fifteen cases of scarlet fever at Cairo, three of which occurred amongst patients in hospital. In one case the disease was supposed to have been contracted by a person while conveying a scarlet fever patient to the hospital. In 1896 there were eight cases of scarlet fever at Woolwich among patients who had been in hospital for a period varying from eight to ninety-five days. Their occurrence was attributed to insufficient isolation. There was an isolation block, but it did not give absolutely efficient isolation. It was thought at the time that the infection possibly spread by means of hospital utensils, but this was rather vague. A third instance occurred in 1909, when six cases of scarlet fever were recorded in Alexandria. These were cases of convalescents returning from the infected hospitals after measles. They were cured of measles and got scarlet fever in exchange. It was not possible altogether to exclude in these cases the factor of infected clothing. The allowance of space in Army hospitals in the ordinary wards, not infectious wards, was 82 superficial feet and 1,200 cubic feet, and the space between beds was 3 feet. In infection wards, of course, a larger space was allowed. The measurements in these wards were 110 superficial feet and 1,500 cubic feet, and the space between each bed was 5 feet. There were a great many instances on record of the spread of disease when the barracks were crowded, and this was naturally put down to contact infection, which might or might not have been the case. But it was noted that when the troops were thinned out, and the comparatively crowded condition no longer prevailed, the spread of infection declined. The only measles outbreaks on record were two; one on a transport from Brisbane to Durban, involving ninety-nine cases, and the other on a transport from Melbourne to Durban in the same year, involving forty-three cases. Of course, on board ship it was impossible to isolate properly any cases of that kind, either of measles or of scarlet fever. From the records as a whole during the last thirty years there was little to be gathered one way or the other.
Dr. F. FOORD CAIGER congratulated Dr. Rundle upon his excellent results. He was more particularly interested in Dr. Rundle's experience from the point of view of its bearing upon other systems of isolation based on "medical asepsis." Dr. Rundle claimed that he had succeeded with his bed isolation in doing all that the cubicle or barrier systems had accomplished. On the strength of that claim Dr. Rundle evidently regarded anything in the nature of a partition intervening between the beds as unnecessary, and it followed inferentially that aerial infection might be discounted. The speaker was unable to go with him this length, but to a large extent his own experience was in accord. With regard to the success Dr. Rundle had obtained in dealing with scarlet fever, in the cubicles in the speaker's own hospital, the South-Western, they had done just as well as under this new system. It was very dangerous to attempt to argue from statistics in a question of this sort, but, roughly speaking, the number of cases of apparently mild scarlet fever introduced into the wards at Fazakerley, excluding convalescents, was fiftyseven, spread over a period of two years, and there were two accidents; while at Stockwell in four years the number of cases of acute scarlet fever admitted into the cubicle wards was 451, and the number of "accidents" was but sixteen, although septic cases were not excluded. Dr. Rundle regarded his system as sufficient for diphtheria, whooping-cough, enteric fever, rubella, possibly mumps, and certain other conditions, a view with which for the most part Dr. Caiger felt disposed to concur, but he could not refrain from expressing his surprise at the success Dr. Rundle had obtained with chickenpox and measles. The speaker's own experience of chicken-pox in cubicles had been the reverse of Dr. Rundle's, and he had on previous occasions published certain observations which did not by any means encourage the belief that aerial convection could be discounted. At his own hospital for a number of months they deliberately excluded from the cubicle wards cases of chicken-pox; then on the occurrence of a case in a child who had been admitted in the incubation stage it was retained as an experiment, and fourteen days afterwards three cases of chicken-pox occurred in cubicles whicll were separated by considerable intervals. The plan of not admitting chickenpox was again followed, but some two years later a case of chicken-pox was placed in the ward, and on this occasion also on the fourteenth day two more cases made their appearance, and there had not been a single case in the interval. If the incidence of these secondary cases was to be explained on the assumption that infection had been conveyed by some object, animate or inanimate, the nurses or the utensils, it was most extraordinary that a failure in nursing technique should have occurred simultaneously and immediately in three and in two instances respectively. The speaker strongly favoured the theory of the aerial method of spread in these instances. Further, if they were to assume that the infection was carried by an attendant or by some article used in common, it was a curious thing that these instances of infection should have occurred on both sides of the ward, the two sides being attended by different nurses. He gathered from what Dr. F. H. Thomson had to say from his admittedly short experience of the bed isolation method that he was inclined to believe it possessed the virtues which Dr. Rundle claimed for it. Dr. Thomson's experience of the method at the North-Eastern Hospital, however, had not been a very long one, and the speaker expressed some scepticism as to the likelihood of its success being permanent in the case of chicken-pox. The fact remained that in respect to chicken-pox its capacity to spread in a cubicle ward could not be limited even by the greatest care with regard to nursing. As to measles, the speaker had the same objection. He felt very strongly that the infection in measles must travel, in some instances at any rate, by means of aerial convection. It followed that partitions had their uses. If two people, one with measles and the other susceptible, sat on chairs opposite to each other and conversed at a distance of a yard, one was admittedly capable of infecting the other. By moving gradually farther apart a point must be reached at which it was no longer possible for the infection to be conveyed from one to the other. If there were interposed between the two persons something in the nature of a screen, the chance of infection must surely be diminished if the distance between them did not exceed the range of infection. On the whole question he confessed to doubt as to the safety of the method of bed isolation in certain cases, and expressed the hope that something more convincing in the shape of evidence would be forthcoming.
Dr. F. M. TURNER congratulated Dr. Rundle on his good results, and also on the clearness with which he tabulated them. Towards the end of his paper he had said that he was intentionally leaving out of consideration the effects that might follow the extension of the system. It would be well to devote a minute or two to that side of the subject, because it was of extreme interest to all those in charge of fever hospitals. As a scientific society they were, of course, primarily interested in the scientific question as to whether chicken-pox was or was not capable of being conveyed through the air. But to people in positions of responsibility, which was the case of most of those present that evening, it was not of less interest to know what practical conclusions should be drawn from a scientific doctrine, and whether it was established as a practicable system or safe to go upon at all. Dr. Thomson had already taken the practical step of imitating Dr. Rundle in one of his wards. The speaker did not feel exactly in a hurry to follow the example. The point he wished to ask Dr. Rundle to consider was this:
He started this ward in consequence of an overflow from another, and it was in a sense an experiment. It was well to be somewhat shy of repeating an experiment when one could not plead similar pressure. But there was a problem which forced their hands, and which belonged to the region of scientific observation rather than that of experiment. In all Asylums Board hospitals these diseases would go on spreading from time to time, even under present conditions. Could they, by adopting any other method, reduce the incidence of infectious disease ? Dr. Sweeting had put down the incidence of secondary disease in hospitals at 8 per cent., and although later statistics were somewhat below that figure, it was still very high indeed. A number of such cases, however, seemed to be of a very mild order, and in many instances they seemed to be getting the better of them. But he still found little short of 2 per cent. of scarlet fever cases being subject to diphtheria, and the highest figures foi scarlet fever contracted in the diphtheria ward ran to 4'5 per cent. If any methods of careful supervision would prevent these diseases spreading when mixed up in Dr. Rundle's special observation ward, could these methods be made applicable to the ordinary wards of a large hospital? In one paragraph Dr. Rundle mentioned the contrast between the spread of chicken-pox in his ordinary wards and the absence of spread in his special ward. But were the methods of the special ward suitable for imitation in all the other wards of the hospital, or was the method dependent upon the peculiar reliability or conscientiousness of certain individuals? If the main factor to be taken into account was the particular virtue of one or two individuals, he thought it was the duty of the managers of fever hospitals to offer very high salaries in order to secure such competence.
Dr. WILLIAM BUTLER said that it was always stimulating when anyone came forward with a challenge to the orthodox methods of treatment, or to the prevailing views on a subject. On that ground they all felt indebted to Dr. Rundle. He did not know, however, that there was adequate ground for tendering congratulations upon results which he was not clear had been established so as to demonstrate the truth of Dr. Rundle's main contention. On looking critically at the figures Dr. Rundle had presented, one was left in considerable doubt. In the absence of knowledge as to definite specific exposures made in respect of each disease, it was not possible to say how far reliance might be placed upon bed isolation. With regard to scarlet fever and diphtheria, it would not astonish any member of the Epidemiological Section that these diseases had not spread under the conditions described. It was only comparatively recently that diphtheria ceased to be treated in the general wards of hospitals, and as to scarlet fever they had repeatedly had evidence that under ordinary circumstances it was a disease of very low infectivity. They had had it stated that the use of eucalyptus was sufficient to enable scarlet fever children to mix with healthy children, though this was probably only additional evidence that scarlet fever was a very much less infectious disease than they had been in the habit of supposing, and certainly one was not surprised to find that in the cases brought forward scarlet fever had not spread. The most striking fact in Dr. Rundle's paper was that measles, chicken-pox and whooping-cough had been treated in the wards without spread. After deducting the convalescent s and transfers, however, one was left with something like seventy cases of disease which one would expect to spread if reliance were placed upon bed isolation alone, and they were kept in a ward with other susceptible persons. But in looking at the tables he found that cases of carcinoma, erysipelas, tuberculosis, and other diseases of adults constituted a considerable proportion of the cases admitted to the wards, and in the absence of information, it was quite conceivable that the persons exposed to the diseases in the ward were insusceptible either on account of age or as a result of previous attack. It was really necessary to know the age-distribution of the patients simultaneously present in the wards with cases of these more highly infectious disorders, and whether a reasonable susceptibility could be granted to them. With these considerations still untouched, it seemed to him that judgment must be suspended as to the feasibility of relying upon this method of isolation. It was essential that they should know what were the specific risks. before they could say that bed isolation alone was sufficient in these particular diseases.
Dr. E. C. BOUSFIELD said that he was intensely interested in this subject, and it was his good fortune to be associated with Dr. Goodall in the board-room of the Homerton Fever Hospital, where they had isolation the most perfect in England, and perhaps, in the world, and where nothing that Dr. Goodall's skill and experience could suggest had been neglected. It was again of special interest to him from the point of view of his connexion with the Metropolitan Asylums Board, because they had necessarily to consider the question of extending the isolation accommodation at their hospitals, and in view of Dr. Rundle's results they were asked by the Local Government Board to consider the alternative of " barrier nursing." Therefore, he had listened with extreme care to Dr. Rundle's paper and to the discussion which had followed it. His feelings were best expressed by the words, Cui bono ? He was not led by his experience in connexion with fever to believe at any rate that there was any superiority in actual working, or any saving in the amount of work which was thrown upon the nursing staff, or any reduction in the actual number of nurses required as against the number required with the cubicle system. That being so, he did not see that Dr. Rundle could make any claim for his system other than that it saved the capital expense involved in the erection of isolation wards. The question, then, was: Shall we build cubicles, or are we justified in asking our medical superintendents to follow Dr. Rundle's method and to mix up their cases almost indiscriminately? One very important factor was the question of the particular method of ventilation adopted in the wards, and he found that Dr. Rundle favoured a system which ensured a very considerable dilution of the infective agent. Another important point-and he spoke as a bacteriologist, and possibly with some bacteriological bias-was that they were absolutely ignorant in most of the cases as to the nature of the contagion. Neither Dr. Rundle nor anyone else knew very much about the organisms they were endeavouring to combat. They were all working in the dark. A very great amount of effort and skill and time had been thrown away on secondary problems. It would be well if that skill and time and attention were devoted to discovering causes. As a manager of the Asylums Board he confessed to a very strong feeling indeed that, having bad for many years a monopoly of the infectious diseases of London, and having spent on an average half a million annually in dealing with them, during nearly fifty years since the Asylums Board was instituted, there had not been half a million pence expended in endeavouring to prevent the infectious diseases with which the Board had to deal. He was hopeful that something would now be done, and in the meantime all this attempt at isolation was mere working in the dark. It must be confessed that at the present moment they had no control whatever over the progress of most of the exanthemata. Serious efforts should be made under proper and efficient auspices to do something in a direction which would, perhaps, deprive their medical superintendents of their bread and cheese, but would represent an enormous gain to the community at large.
The PRESIDENT (Dr. Theodore Thomson, C.M.G.) said at the present moment the bed isolation system could only be said to be on its trial. Dr. Rundle had heard a good deal of criticism that evening, as also on the previous occasion, and although his figures had their value, there were conditions which affected the degree of that value.
It did not appear to the speaker likely that the system of bed isolation would ever have a wide application. Good nursing was the inevitable condition of success in all systems of the sort, whether barrier, cubicle, box, or other. He visited Paris in 1893, and was taken round the Pasteur Hospital.
There it was insisted on that the remarkable results obtained were due mainly to the quality of the nursing. At that time the nurses at the Pasteur Hospital were convent sisters who had been accustomed from early life to attention to minutest details and to blind obedience to their superiors. That was the reason, according to those in charge, for the success of the system. They in this country could not expect to get nurses of that type in large numbers, although admirable nurses were available, quite as good in their way as any convent sisters. But picked nurses were not easily to be had outside the large hospitals, and the hospitals which were not large, constituting the majority, had to do the best they could. Success depended on that condition. Without nursing of the best quality any of the systems under consideration would be a failure. A hospital superintendent who adopted the barrier system, and had not got nursing of the type that was essential, was taking a risk that few would care to take.
He wished to tender Dr. Rundle his own best thanks. In spite of the criticism which had been levelled against it, it was an admirable paper, as concise as it could be in dealing with such a large body of facts, and, in order to at,tain the results he had attained, his organization and his methods of administration must have been of a very high order.
Dr. RUNDLE, owing to the lateness of the hour, confined his reply to the briefest of answers to some of the questions which had been put to him. It was said at the last meeting that there had been few papers which had so invitedor was it " incited" ?-discussion, and he thanked the members for their kind attention and criticism. Dr. Thomson had taken his courage in both hands in his adoption of the system, and the speaker had been glad to have the opportunity of seeing his work at close quarters. The infection in cubicle wards was just as likely to attack a patient at the far end of the ward as one close at hand. Adults would only have a limited use as " buffers " in the bed isolation system. Dr. Buchanan had suggested many omissions, of which the speaker was conscious. The chief criticism of his paper, however, had had reference to the fact that the subsequent history of his cases was not forthcoming. He had no definite information to give on that point, and he admitted that that was the weak point of his returns. The conditions in Liverpool where he worked were, however, very different from those obtaining in London. In Liverpool every matter connected with the public health was under the Medical Officer of Health. It was not divided between different authorities, as in the Metropolis. It was therefore extremely improbable in Liverpool that any considerable hospital incidence would occur without attracting attention. Again, chicken-pox was detained for fourteen days, whereas scarlet fever, whooping-cough, and the like were detained for three, four, or five weeks. Therefore, cases of the latter diseases had survived one, and possibly two or three, incubation periods of varicella. In reply to Dr. Goodall's question of the seventy-six cases of scarlet fever, the majority were quite mild. There was only one fatal case of scarlet fever. Dr. MacCombie, in speaking of oiling the lesions in chicken-pox, had misunderstood him. What he said was that oil was never applied except as a therapeutic measure. He did not suppose that 5 per cent. of the cases of varicella were oiled. His own experience in that particular work was not to be compared with that of Dr. Caiger, but he could not agree with the latter in his advocacy of the glass cubicle system. He pointed out, in reply to a question put by Dr. Turner, that in the general wards of fever hospitals bath sheets, for example, might be used for more than one patient, and that one of the latter might be incubating, or actually suffering, from varicella. That should not occur in the bed isolation wards, such articles being kept separate. Dr. Butler had confessed that he was not surprised at the results. That was quite in accordance with his own feelings, but he did not quite follow Dr. Butler in what he had said about the 186 less infectious or non-infectious cases. He thought the most interesting part of the experiment was concerned in the fact that of these 186 cases quite three-quarters, or probably 80 per cent., were not of the age of 10 years, and that these were side by side with the 527 more infectious cases, and not one of them developed an infectious disease.
